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SCHEDULE C - STATEMENT OF OWNERS AND RELATED PARTIES 

General: list all owners of the provider entitywith 5% or more ownership interest andall relatedparlies (KAR 
30-10-24). Fill out  ScheduleCcompletely and accurately. attach anadditionalschedule ifmore 
explanationor space is needed. Providers shall baseall allocations on reasonable factual informahonand 
make the information availableon request Such information shallindude details ofdates. hoursw o r k e d ,  
nature of work performed. how it  relates lo resident care and the prevailing wagerates b r  such activities 

ENTER - Name, social Security Number and Address 

column (1) - % of ownership (if applicable or state the relationship lo owner 

Column (2) - % of time devoted to this facilityper customary workweek 

Column (3) .Total salaries. drawings.consultingfees. and other paymentsto m a n  and related partiesas 
defined in KAR 30-10-la and KAF4 30-10-24. 

Column (4) .List the titles. functions or descriptions of the jobs performed or transactions made with all 
owners and related parties The job titles should correspond withthose includedin the OwnerReIated 
Party Salary Chart(pleaserefer to KAR 30-10-24). 

. . 
Column (5 )  - Enter the distributionby cost report line item of h e  l o a  compensation incurred for all Job 

functions OwnerReIatedparty compensation shallbe reportedon the ownercompensationexpense lines 
(121, 122. 221. and 321) in Schedule A. 

Totals -The total compensationin Column3 and Column 5 should agree These two lolais should also agree 
with h e  total of lines 121. 122. 221. and 321 from ScheduleA. 
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SCHEDULE D - STATEMENT RELATEDTO INTEREST ON ALL 
BONDS, LOANS, NOTES, AND MORTGAGESPAYABLE 

Note: Submit copies of loan agreements and amortization schedules with this cost report for all loans of 
$5.000 or more.Failure lo dowment interest expense IS cause for disallowance. (KAR30-10-t5b). 
Schedules need to be submitted for related party loans showing the interest paid.check numbers and 
deter. 

Column (1) .Enter the original date anddurationof the loan in months 

Column (2)- Enter the interest rate If it is a vanable rate, providethe range of the Interestrates for the cost 
report period. 

Column (3)- Enter the amount of the loan 

Column (4) - Enter the unpaid principalbalance at the end ofthe cost report period. The total of Column4. 
Line 667. must agree withthe Balance Sheet, ScheduleE. 

Column (5)- Enter thetotal amount of Interest and principal payments made duringthe cost report year. 

Column (6) ~ Enter the total amountof Interest incurred duringthe cos1 report year The total of Column 6. 
l ine 667 must agree with thetotal interest reported on Schedule4 Lines 160 and401 

Lines -651-666 - Enter each lenders name, address and the items financed. Indicate whetherthe interest 
expense was reportedon lime 160 OT line 401 of ScheduleA. If interest expenseon a loan is pro-rated to 
both lines, show the breakdown 

Line 667 - enter the totalsof Column 4 - Unpaid Balanceand Column6 - Interest Expense,f o r  Lanes 651-666 
as reported on lines 160 and 401 In Schedule A 
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SCHEDULE E - BALANCE SHEET 

General: The balance sheet should be preparedfrom the books of the specific facility for which the c o s t  
report is filed. In other words. chain units toshould report only those balance sheet accounts that relate 
me particular facility for which the cost report applies. Subject to the above, the balance sheet mustbe 
prepared inconformity with Generally Accepted Accountingprinciples Report all ownership claimsmat 
are customarily used by your particulartype of entity. A partial listingof these accountsby type of entity 
follows: 

Individual proprietor............................................................................................................... h e r ' s  capital 
Partnership .......................................................................................................... partner Capital accounts 
Not-For-Profit Entitles............................................................................................................... Fund Balance 
Corporation............................................................................................. CommonStock. additionalPaid in 

Capital, Retained Earnings 
Cham Unit -All ChainCentral Home Office accountor ........................................................................ 
(regardless of type of ownership 

NOTE: Beginningof period accountbalances shallbe reportedfor providers allowedto submit projectedcost 
reports. 

l ines 705. 706,707 & 723 ~ If theamount reported exceeds $tO.OM). attach a schedule showingme details. 
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SCHEDULE F - RECONCILIATION OF BEGINNING 
AND ENDING RESIDUALBALANCES 

General: T h l S  schedule explainsthe change Inowner equity or the fundbalancefrom the beginningto the 
end of the cost reporting period 

beginning Balance 

l i n e  751 - Enter the beginningownet3 equityor fund balance. This is the tom1 of Column 2 lines 727-729 
in the Balance Sheel. Schedule E 

Increase to Owner's Equity or FundBalance 

Line 752 - Enter total revenue from Schedule G, Column 1 .  line 822 

Line 753 ~ Enter the totalof cash or other assets transferredor contributedby theownen 

Line 754 -Enter the tots1 of cash or other assetstransferred or contributedby Ihe central office 

Line 755 - Enter theprofeeds from the Saleof common block 
. _ .  . , . i ( .. ~ . .  

Line 756 B 757 -Enter and specify allother transactions whimincrease the resfdual owner equityor fund 
balance accounts 

Line 758 - enter the total of Lines 752-757 

Decreasesto Owner's Equity or Fund Balance 

Line 76q - Enter the total expenses per ScheduleA. Column 2. Line 599 

Line 762 - enter total of cash or other assets withdrawn by the owners but not reported in the Expense 
Statement ScheduleA. 

Line 763 - Enter total cash or other assets withdrawn by the centraloffice 

line 764- Enter thetotal of duly declared dividends paid IOstockholders 

t ine 765 - enter the depreciationexpense in excess of Ihestraightline method reflected as a negative 
adjustment in ScheduleA, Line 404. Column 3. 

Line 766 8 767 .enter and specifyall other transactionswhich decrease theresidualOwner equity or fund 
balance accounts 

Line 76E -Enter the totals of Lines 761-767 

Ending Balance 

Line 769 - enter the of adding lines751 and 758 and subtractingline 768. The balance at the end of the 
period (line 769) should equal the totalof Column 4. lines 727-729 m the balanceSheet. 
Schedule E. 
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SCHEDULE G -REVENUE STATEMENT 

Column 1 - enterthe revenues from the general ledger accounts onthe appropriatelimes. Revenues from 
services no1designatedon this schedule mu51be identifiedand reponed on l i e  621. The amount of the 
LOW revenue entered on line 622. Column 1 must also be entered on line 752. beginningand Ending 
ResidualBalances Reconciliation, ScheduleF. 

Column 2 - enterthe amountof the offset to the appropriateexpense accounts. Note (he following The 
amount ofb e  offset should bethe cost of reimbursableexpenses. Non-reimbursable items (!.e. Vending) 
are offset a1-1. 

Column 3 - Enter the line number of the expense reported onthe Expense Statement, Schedule4 against 
which the offset has been made. me amount of the offset must be entered In Column 3. Provider 
Adjustments. on the Expense Statement. Schedule A. 

Line 807 ~ Routme Nursing supples sold to privatepay residents. 
There is no offset required for routine items covered under K4R 30-IO-15a that are soldto privatepay 

residents 

Line 810 - Resident Purchases/NonRoutine items sold - Enter the total of ell reimbursements for personal 
purchasesnot designatedas routine itemsin K4R 30-10-15a. 

Line 817- Adult Day Caretreatment Income - Enter total revenuefrom all sourcesfor adultday care and day 
treatment programs. 

Line 820 -Non-Nursing FacilityresidentialIncome -Enter total revenuefrom assistedliving. residentialC a r e ,  


and apartments. 

SCHEDULE H(1)- STATEMENT OF RELATED ADULT CAREHOME INFORMATION 

General: All Kansas facilities operatedby common ownership or related parlies shall be listed Common 
ownership and related partesare defined inKAR 30-10-la. Additional schedules shaltbe atladred as 
necessary Ifthe provideris apublicityheld entity providethe annual report and aForm 10-K. 

SCHEDULE H(2) - STATEMENT OF non- res ident  RELATED act ivi t ies 

general indicateany non-residentrelated activities that youpartkipate In at the Facilityfor which you are 
reportingby marking y e s  Incolumn(1). If adjustmentswere made M schedule A f o r  any of these activities 
indicale sa by madung y e s  m column (2). List addittonalactivitiesthat are not identified on the l i s  
provided. attach a separate scheduleifadditionalroom is required. 
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SCHEDULE I - FIXED ASSET,DEPRECIATION 
AND AMORTIZATION quest ionna i re  

General: Each questionshall be answered completely and accurately 

l ines 902-908 -Complex Capital Structures: 

Attach a completeexplanationofthe ownershipmanagementstructure of Ihe nursingfacility 
includingowners with 5% or more interest in thepropertyandlor business, relatedparties as 
defined in KAR 30-10-la. and dl relevant contracts leases, and assignments This information 
must be accurateand comprehensive enough to present a true and clear account of the 
ownership and controlof Ihe adult care home. 

Line 911 -Ifthe facilityis leased.a copyof the originallease agreementand subsequent amendmentsand/or 
agreements shall be submitted and on file with tha agency A provider making paymentsunder Industria 
RevenueBonds with a nominal purchase uponmaturity shall report the cost ofownership versuslease 
expense 

Line 9 i4  - A  new provider that purchases a facilityshall submit a copyof the loan agreement(s).and any other 
pertinent Infomalion concerning me transaction 

Line 91S - Submit a copy of me detailed depreciation schedulewith !he cost report Each asset s t d l  be listed 
with the cost dale of purchase. life. salvage value accumulated depreciation expense and current 
depreciatione x p e n s e .  depreciationmust be computed using h e  straight LINE memod. If them e r  
has filed a detaileddepreciationschedulewith the agency, an annualsubmission of addition and deletion 
schedules End a summary of depreciationexpense are permissible. 

instructions 
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SCHEDULE J - EMPLOYEE TURN OVER REPORT 

Column 2 - Showthetotal number of employeesat Ihe beginning of the cost report periodforeach 
classification 

Column 3 -Show the totalnumber of employees hued during the cost reportperiod for each classification 

Column 4 -Show the total number of employees who ended employment during thecost repon period for 
each classification 

Column 5 ~ Show the total number of employeesattheend of thecost report period for each salary 
classification. 

Column 6 - From the total numberof employees listed In column5. show how many are full-the and how 
many are pari-time. 

Column 7-From the total number of employees listedin column5. show how manywere includedm column 
2 as employeesal the beginning of the cost reportperiod 

The number of employees listed in column2. plus the number of employeeslisted in Column 3. less 
the number of employees reflected InColumn 4. shouldequalColumn 5. Please explainany 
discrepency The W-2's are an excellent sourceof anformation for the calendar year endcost report. 

a t t e n t i o n  

The cost report is not considered complete unless all required documents are 
submitted with the cost reports. Review the list of questionsdocuments following 
Schedule J in the Cost Report. 

DECLARATION STATEMENT 

Declaration by Owner; Partner; or Officer of (he Corporation. City or county which IC the provider 
The cost report is not considered complete unless signedanbyowner or authorizedagent of the facility 
andlor business and the preparer If person signing is not an owner or partner. documentation or a 
resolution slating thelr authority to sign needsto be attached It K no1 required, ifit has been submitted 
previously and hasnot changed. If  the facilitybusiness owner and the preparer are the sameindividual 
please sign bothspaces. print the names of the ownerauthorized agentand preparer in Ihe space 
provided PLEASE READ DECLARATION STATEMENT. 

instructions 
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INDIRECThealthCARE 

MEDICAL records SAURIES 

occupational THERAPIST 
SALARIES 
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MS-2024 

M1 0 SO so SO SO 

205 0 SO SO so SO 

MEDICAL records- CONSULTANT 
u2 

OCCUPATIONAL THERAPY. 
CONSULTANT 

pharmacist - consultant 

other CONSULTANTSPECIFY I u8 
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